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More  than  50  medical  institu¬ 
tions  in  Los  Angeles  County 
have  employed  persons  with  limited 
visual  perception.  Workers  with  no 
vision  at  all  or  perception  less  than 
20/200  work  in  such  varied  depart¬ 
ments  as  physical  therapy,  x-ray, 
and  central  supply. 

As  a  graduate  nurse  handicapped 
by  blindness,  I  have  had  the  oppor¬ 
tunity  to  train  and  place  more  than 
60  sanitarium  and  hospital  aides 
during  the  past  10  years. 

In  the  Branson  Foundation,  Inc., 
we  provide  training  for  physically 
handicapped  persons  who  could 
work  at  particular  jobs  in  sanitari¬ 
ums,  rest  homes,  and,  in  certain  in¬ 
stances,  hospitals.  While  we  train 
persons  with  various  kinds  of  handi¬ 
caps,  only  the  visually  limited  will 
be  discussed  in  this  article. 

Contractural  arrangements  for  the 
training  vary.  We  attempt  to  prepare 
persons  for  specific  jobs.  Fees  for 
this  training  may  come  from  the 
trainee,  the  Pasadena  Office  of  Vo¬ 
cational  Rehabilitation,  or  the  pro¬ 
spective  employer.  For  instance, 
administrators  of  sanitariums  have 
employed  us  to  give  120  hours  of 
training  to  recruits. 

Totally  blind  persons  have  been 
most  successful  as  darkroom  em¬ 
ployees  in  x-ray.  Although  I  have 
not  trained  any  for  such  positions,  I 
know  of  26  persons  in  the  county 
who  have  been  trained,  and  22  are 
presently  employed.  The  X-Omat 
and  other  automatic  devices  threat¬ 
en  to  cut  this  opportunity,  but  many 
positions  still  exist. 


Fourteen  of  the  22  .  persons  cur¬ 
rently  employed  in  darkroom  work 
are  totally  blind,  that  is,  they  have 
no  object  perception  and  they  may 
or  may  not  have  brightness  percep¬ 
tion.  Twelve  have  not  only  held  their 
own  positions  but  also  have  trained 
others  with  visual  handicaps.  Most 
placement  officials  with  whom  I 
have  talked  say  that  the  totally 
blind  are  more  apt  to  be  successful 
in  darkroom  work  than  those  whose 
vision  provides  traveling  or  object 
perception. 

Central  supply  offers  additional 
opportunities  to  visually  handi¬ 
capped  persons.  In  three  small  hos¬ 
pitals,  several  totally  blind  persons 
have  learned  to  iden^fy  and  take 
care  of  surgical  and  obstetrical  in- 
stiuments.  They  prepare  packs  for 
autoclaves.  In  five  instances,  the 
persons  had  already  been  educated 
in  nursing  or  allied  fields  before  in¬ 
jury  or  illness  caused  blindness. 

Physical  medicine  offers  many 
openings  which  can  be  filled  by 
visually  handicapped  persons.  Prop¬ 
er  training  and  job  placement  are, 
of  course,  essential.  Massage,  re¬ 
habilitation  of  patients  with  brain 
damage,  muscular  re-education,  and 
speech  rehabilitation  are  a  few  of 
the  jobs  in  which  persons  with  seri¬ 
ous  visual  limitations  have  worked. 

The  difficult  question  of  whether 
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the  visually  handicapped  should  be 
allowed  to  take  responsibility  for  pa¬ 
tient  care  has  never  been  success¬ 
fully  answered.  As  a  graduate  nurse 
who'  is  blind,  I  have  taken  care  of 
patients  under  specific  conditions 
'  and  expect  to  continue  doing  so 
from  time  to  time.  I  know  that  I  can¬ 
not  carry  out  all  the  functions  per¬ 
formed  by  nurses  who  can  see,  and 
because  of  my  vision  I  am  no  longer 
a  registered  nurse.  But  there  are 
some  nursing  functions  which  I  feel 
cofiipetent  to  carry.  In  the  labor 
room,  to  give  one  example,  there  is 
much  I  can  do  and  some  things  I 
cannot  do.  I  can  set  up  as  well  as 
anyone  else  familiar  with  the  sur¬ 
roundings,  but  I  cannot  hope  to  as¬ 
sist  the  physician  competently  at 
times  when  vision  may  be  required. 
Someone  else  must  always  give 
medications  for  me,  and  while  I  like 
to  feel  that  I  am  able  by  special  ef¬ 
fort  and  skill  to  make  up  for  this 
lack,  without  sighted  colleagues  I 
could  not  work  successfully  in  the 
labor  room. 

Strengths  and  Limitations 

The  visually  limited  find  general 
service  in  patient  care  difficult.  Yet  I 
earnestly  believe  that  there  are  nurs¬ 
ing  positions  in  which  the  sightless 
or  at  least  the  nearly  sightless  can 
work  along  with  those  who  have 
normal  vision  to  produce  a  health 
team  that  is  equal  and,  in  some  cir¬ 
cumstances,  superior  to  those  in 
which  all  members  see. 
y'  For  example,  not  long  ago  a  po¬ 
liceman  was  admitted  to  a  Los  An¬ 
geles  sanitarium  for  rehabilitation 
after  a  radical  neck  resection  and 
craniotomy.  Several  different  men 
nursing  attendants  were  assigned  to 
give  special  attention  to  him  but 
found  it  diffieult  to  gain  his  coopera¬ 
tion.  The  physicians  believed  that  he 
could  have  perhaps  a  year  or  two 
of  partially  independent  life. 

The  owner  of  the  sanitarium  re¬ 
membered  a  blind  nurses  aide  who 
had  spent  some  hours  in  training  at 
the  sanitarium  and  had  been  suc¬ 
cessful  in  work  with  hemiplegic  pa¬ 
tients.  The  physieian,  the  patient’s 
family,  and  the  patient  agreed  that 
he  should  be  employed  on  a  trial 
basis.  I  was  to  supervise  and  train 
him  for  this  partieular  job.  The 
nurse  in  charge  would  administer 
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Akecent  ana  survey  of  nonfed- 
eral  general  hospitals  presents  a 
picture  of  the  employment  conditions 
under  which  many  nurses  work. 

Of  the  budgeted  full-time  nursing 
service  positions  in  nonfederal  gener¬ 
al  hospitals,  20  percent  of  those  for 
professional  registered  nurses  were 
reported  vacant  and  18  percent  of 
those  for  practical  nurses.  The  great¬ 
est  need  for  professional  nurses  ap¬ 
peared  to  be  in  general  duty 
positions  with  23  percent  reported 
vacant. 

On  a  geographical  basis,  the  larg¬ 
est  number  of  vacancies  were  re¬ 
ported  in  the  southwest  (25.7  per¬ 
cent)  and  the  smallest  (12.3  per¬ 
cent)  in  the  middle  west. 

The  median  monthly  salary  for 
general  duty  nurses  in  June  1961 
was  $325.  For  head  nurses,  it  was 
$370—14  percent  above  that  of  the 
general  duty  nurse.  Supervisors  av¬ 
eraged  23  percent  more  than  general 
duty  nurses  with  a  median  salary  of 
$400.  The  median  salary  for  direc¬ 
tors  of  nursing  service  was  $450—38 
percent  above  that  of  general  duty 
nurses.  Practical  nurses  averaged 
$240—26  percent  less  than  general 
duty  nurses. 


In  comparison  to  a  similar  ANA 
survey  in  1959,  increases  for  profes¬ 
sional  nurses  range  from  6  percent 
for  directors  of  nursing  service  to  14 
percent  for  head  nurses.  The  super¬ 
visors’  median  salary  showed  an  11 
percent  increase  and  general  duty, 
an  8  percent  increase.  The  practical 
nurses’  median  salary  increased  11 
percent. 

Slightly  less  than  40  percent  of  the 
general  duty  nurses  were  employed 
in  positions  for  which  automatic  in¬ 
crement  plans  have  been  established. 

Overtime  compensation  for  gen¬ 
eral  duty  nurses  was  usually  in  the 
form  of  straight-time  pay  or  com¬ 
pensatory  time  off.  Only  13  percent 
of  the  general  duty  nurses  received 
time-and-one-half  pay  and  about  5 
percent  received  time-and-one  half 
pay  or  compensatory  time  off. 

Shift  differentials  for  most  general 


These  figures  are  based  on  a  June 
1961  survey  by  the  ANA  Research 
and  Statistics  Unit,  covering  a  20 
percent  sample  of  the  nonfederal 
general  hospitals  in  this  country.  Of 
the  1022  questionnaires  mailed  out, 
41.8  percent  were  returned. 


duty  nurses  were  at  least  $10  a 
month.  The  median  shift  differential 
was  $20  a  month. 

Since  the  February  1959  study, 
differential  provisions  for  night  shift 
nurses  have  been  liberalized.  In  Feb¬ 
ruary  1959,  about  64  percent  of  the 
night  shift  nurses  for  whom  diflFeren- 
tials  were  reported  received  over  $10 
a  month.  In  June  1961,  about  75 
percent  of  these  nurses  received  over 
$10  a  month. 

The  most  prevalent  vacation  pro¬ 
vision  for  general  duty  nurses  after 
one  year  of  service  was  10  working 
days.  Graduated  vacation  plans  were 
reported  for  74  percent  of  them. 

The  most  prevalent  sick  leave  pro¬ 
vision  for  full-time  professional 
nurses  was  12  working  days  per  year. 
About  65  percent  of  the  nurses  had 
provisions  for  sick  leave  to  cumulate 
from  year  to  year. 

The  majority  of  full-time  profes¬ 
sional  nurses  received  six  or  seven 
paid  holidays  a  year.  Most  nurses 
received  compensatory  time  off  for 
work  on  a  holiday. 

Group  hospitalization  insurance 
plans  were  available  to  full-time  pro¬ 
fessional  nurses  in  most  hospitals  ( 95 
percent).  However,  under  these 
plans  usually  the  entire  payment  was 
made  by  the  nurses. 

The  median  hourly  starting  rate 
for  part-time  general  duty  nurse  po¬ 
sitions  included  in  the  survey  was 
$1.81.  The  average  full-time  general 
duty  nurse  position  carried  a  starting 
rate  of  $1.79  an  hour  on  the  basis  of 
a  40-hour  week.  A  little  over  half  of 
the  part-time  nurses  were  paid  on  an 
hourly  basis  and  about  42  percent 
were  paid  on  a  daily  basis. 

Most  of  the  private  duty  nurses, 
practicing  in  the  reporting  hospitals 
on  June  21,  1961,  were  charging 
basic  eight-hour  fees  ranging  from 
$15  to  $20.  The  average  fee  charged 
was  $18. 


Median  Monthly  Current  Salaries  for  Nursing  Positions  in  Nonfederal  General  Hospitals 
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Many  instruments  have  been  adapted  for  the  visually  handicapped.  Using  a  thermometer 
with  a  dial  for  touch  reading,  the  author  teaches  a  blind  aide  to  take  temperatures. 


all  medications  and  could  be  sum¬ 
moned  at  any  time  by  the  patient  or 
his  attendant  should  sight  be  need¬ 
ed  in  any  procedure.  To  orient  the 
aide,  I  had  planned  to  work  with 
him  for  three  shifts.  The  patient 
worked  so  well  with  his  new  attend¬ 
ant  that  the  training  was  reduced  to 
two  shifts.  The  patient  began  mak¬ 
ing  progress  the  first  day.  He  was 
able  to  make  steady  gains  in  line 
with  the  limitations  of  his  condition. 

One  could  argue,  of  course,  that  a 
sighted  attendant  skilled  in  meeting 
the  emotional  and  physical  needs  of 
this  patient  could  also  have  chal¬ 
lenged  him  toward  capacity  recov¬ 
ery.  And  perhaps  this  would  be 
true.  But  none  the  less,  the  attend¬ 
ant’s  visual  handicap  was  one  thing 
that  turned  this  patient’s  emotions 
away  from  his  own  misfortunes. 

Preparing  and  Placing  the  Blind 

The  problem  of  liability  insurance 
for  handicapped  workers  is  one 
which  must  be  faced.  Many  insur¬ 
ance  carriers  allow  hospital  adminis¬ 
trators  to  employ  a  certain  percent¬ 
age  of  workers  with  handicaps  in  all 
categories.  Others  exclude  workers 
with  specific  conditions  such  as 
blindness  or  epilepsy.  From  my  own 
observation  of  handicapped  work¬ 
ers,  I  feel  safe  in  saying  the  visually 
handicapped  have  low  accident 
rates  and  excellent  attendance  rec¬ 
ords.  If  figures  could  be  studied, 
I  believe  they  would  show  there  is 
no  valid  reason  why  visually  handi¬ 
capped  workers  should  be  excluded. 

Among  the  blind  or  partially 
sighted  trainees  and  employees  I 
have  known  in  10  years,  I  have 
known  of  only  one  who  had  a  minor 
accident.  A  stairwell  was  improperly 
guarded  in  a  newly  constructed 
building.  A  partially  blind  attendant 
fell  and  fractured  his  radius.  This 
was  considered  to  be  the  fault  of  the 
contractor,  and  the  insurance  car¬ 
rier  for  the  hospital  was  not  required 
to  pay  any  claim.  At  the  time  of  this 
writing,  neither  the  supervisor  of  the 
Pasadena  Office  of  Vocational  Re¬ 
habilitation  nor  I  know  of  any  acci¬ 
dent  ever  having  occurred  to  any  pa¬ 
tient  being  treated  or  transported  by 
a  visually  handicapped  person  in 
Los  Angeles  County.  It  could  hap¬ 
pen,  of  course.  Undoubtedly,  blind 
persons  should  not  transport  pa¬ 


tients  except  in  familiar  circum¬ 
stances  and  when  hazards  are 
known  to  be  minimal. 

The  training  period  for  visually 
handicapped  persons  may  be  slight¬ 
ly  longer  than  for  those  who  see 
well.  Instructions  must  be  more  in¬ 
dividualized,  both  in  classroom  dem¬ 
onstrations  and  on  the  ward.  Also, 
the  instructor  must  be  familiar  with 
the  variations  in  eye  conditions,  and 
the  emotional  and  physical  limita¬ 
tions  of  each  person. 

I  teach  the  use  of  modified  de¬ 
vices,  special  procedures,  and  first 
aid  in  the  classroom.  The  first  orien¬ 
tation  is  to  fire  prevention  and  fire 
extinguishing  equipment. 

In  a  recent  sanitarium  fire,  it  was 
a  partially  blind  aide  who  first 
smelled  the  smoke  and  traced  it  to 
the  room  where  a  patient  lay  asleep 
with  a  smoldering  cigarette  on  the 
mattress.  While  sighted  nmses  evac¬ 
uated  the  room,  the  aide  called  the 
fire  department,  turned  in  the  alarm 
for  the  building,  and  brought  the 
extinguishing  equipment. 

In  one  training  situation,  the  au¬ 
thorities  expressed  doubt  about 
whether  a  totally  blind  instructor 
could  safely  and  efficiently  train 
sanitarium  attendants,  both  those 
with  visual  handicaps  and  those 
with  normal  sight.  I  trained  ten  per¬ 
sons  in  two  separate  groups  of  six 
and  four  each.  None  of  the  five  vis¬ 
ually  handicapped— who  were  in  the 
same  group— could  see  well  enough 
to  chart  or  read  the  lesson  sheets  or 
textbook.  One  normally  sighted  per¬ 


son  who  volunteered  to  take  sani¬ 
tarium  aide  training  plus  ward  clerk 
duties  was  assigned  to  each  group, 

I  gave  them  120  hours  of  training 
on  the  wards  and  20  hours  of  class¬ 
room  lectures  and  demonstrations. 
Each  person  had  approximately  24 
hours  additional  training  on  special 
job  placements. 

All  the  sighted  trainees  worked 
successfully  for  six  months  or  longer 
as  nurses  aides  in  sanitariums.  Gen¬ 
eral  assignments  as  nurses  aides  for 
visually  handicapped  persons  worked 
less  well  than  for  the  normally  seeing 
aides. 

However,  the  visually  handi¬ 
capped  have  been  very  successful  as 
special  attendants  for  selected  pa¬ 
tients.  Only  2  out  of  20  persons  I 
have  trained  in  10  years  have  failed 
when  assigned  to  one  patient. 

Long-term  illness  in  which  the  pa¬ 
tient’s  main  needs  are  for  emotional 
support  and  companionship  lend 
themselves  well  to  care  by  the  vis¬ 
ually  limited.  There  are  routine 
nursing  procedures  that  they  can 
also  handle  adequately  in  surround¬ 
ings  where  the  attendant’s  condition 
is  known  and  understood  by  family, 
physician,  and  institution. 

The  attitudes  of  patients  and  em¬ 
ployees  toward  the  handicapped 
person  depend  greatly  on  the  man¬ 
ner  in  which  the  handicapped  per¬ 
son  is  introduced  on  the  job.  If  his 
handicap  is  understood  and  the  su¬ 
pervisor  outlines  his  duties  not  only 
to  him  but  to  his  fellow  workers,  the 
unit  can  work  smoothly. 
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for  the  Doldrums: 

a  WORKSHOP 


Head  nurses  and  supervisors  in  one  hospital 
found  their  own  way  to  better  communication 
and  to  improved  nursing  care. 


WE  WERE  CONVINCED  THAT  the 

head  nurses  and  supervisors  in 
our  hospital  were  in  a  rut  ( “we”  were 
the  head  nurses  and  supervisors), 
just  plodding  along  without  direc¬ 
tion. 

Then  one  day,  at  a  meeting  of  the 
administrative  committee  of  the  head 
nurses  and  supervisors,  someone  said, 
“We  ought  to  have  a  workshop”  and 
the  five  of  us  seized  on  the  idea, 
litre  at  least  was  a  start!  It  didn’t 
seem  to  matter  that  no  one  had  any 
precise  idea  of  what  a  workshop 
might  be  or  how  to  run  one.  We  just 
presented  the  suggestion  at  the  next 
full  meeting  of  the  head  nurses  and 
supervisors.  They  expressed  mild  in¬ 
terest— once  they  had  made  certain 
they  need  not  help  run  it. 

The  next  step  was  to  poll  the  ad¬ 
ministrative  group  (our  name  for  the 
head  nurses  and  supervisors  as  a 
group)  on  a  topic.  We  offered  a 
choice  of  three,  all  related  to  prob¬ 
lems  we  knew  we  had:  (1)  clarifica¬ 
tion  of  duties  of  head  nurses  and  su¬ 
pervisors,  (2)  duties  of  the  evening 
staff  nurse,  (3)  evaluating  students’ 
work  on  the  wards. 


Georgianna  B.  Fancovic 


The  response  indicated  that  the 
first  topic  was  the  one  of  greatest 
concern  and  the  greatest  area  of  con¬ 
tention.  (Neither  the  head  nurses 
nor  the  supervisors  had  clear  job- 
definitions.  The  two  titles  had  grown 
up  with  the  hospital,  and  often  the 
only  real  difference  between  the  two 
jobs  was  in  the  pay  check.) 

We  Ask  for  Help 

Then  we  made  one  of  our  wisest 
moves:  we  asked  the  Pennsylvania 
Nurses  Association  for  advice.  On 
our  way  to  our  first  appointment  at 
state  headquarters,  we  had  cold  feet 
despite  the  July  heat.  But  our  experts 
were  enthusiastic.  They  knew  about 
methods  of  approach,  reference  ma¬ 
terial,  and  resource  personnel.  By 
the  time  we  left  them,  we  were  ef¬ 
fervescing  with  ideas  and  plans.  And 
by  the  time  we  got  home,  we  had 
formulated  on  scrap  paper  a  sum- 

Mrs.  FQncovic  (Good  Samaritan,  Lebanon, 
Pa.)  is  a  head  nurse  in  the  intensive  care 
unit  at  Lancaster  (Pa.)  General  and  a  mem¬ 
ber  of  the  committee  that  put  on  the  work¬ 
shop  for  the  head  nurses  and  supervisors. 


mary  of  our  problems  for  a  nonstop 
program  in  the  fall. 

In  late  September,  our  committee 
—with  two  new  members  added— 
met  again  with  a  state  headquarters 
representative  and  a  consultant  from 
the  Pennsylvania  Department  of 
Health  who  is  an  expert  on  group 
dynamics.  The  latter  listened  atten¬ 
tively,  then  guided  us  in  formulating 
our  aims.  Relaxed  over  coffee  and 
pastry,  we  were  beginning  to  feel 
confidence  in  our  ability  to  present  a 
workshop,  and  we  even  accepted 
with  aplomb  a  suggestion  that  we 
conduct  another  survey  to  pinpoint 
our  most  acute  daily  problems. 

For  this  survey,  we  worked  out  a 
concise  questionnaire,  yes-or-no 
type,  and  what  confusion  it  did  re¬ 
veal!  It  was  amazing  how  many  su¬ 
pervisors  were  performing  duties 
that  could  be  channeled  elsewhere 
and  how  many  head  nurses  were 
saddled  with  details  that  could  be 
handled  by  aides. 

By  now,  the  hospital  administra¬ 
tor  and  the  director  of  nursing  knew 
we  were  in  earnest  and  agreed  to 
underwrite  expense.s,  They  also 
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